The Egyptian Journal of Chest Diseases and Tuberculosis 2018, 67:323-328 Patients and methods Self-administered questionnaires were distributed among physicians targeting socio-demographic data, physicians' attitude, and practices regarding SC interventions.
Introduction
Tobacco smoke contains a deadly mix of chemicals. Training in smoking cessation (SC) increases physician success in helping patients quit smoking. This study aims to assess physicians' practices and attitudes about SC counselling and to find the effect of training and smoking status of physicians on them.
Tobacco smoke contains a harmful mix of more than 7000 chemicals; hundreds are toxic, and ∼70 are carcinogenic [1, 2] .
Stopping smoking is associated with multiple health benefits [1, 3] . Some of those benefits include lowered risk for lung cancer and many other types of cancer and reduced risk of cardiovascular and respiratory diseases [3] .
WHO encourages health professionals to actively participate in minimizing the problems caused by tobacco. Health professionals are the frontline to address patients' health. They need the skills to help people stop smoking, and they need to be role models and quit tobacco use themselves. Studies show that even brief advice from health professionals can increase tobacco abstinence rates up to 30% [4] .
Training in smoking cessation (SC) has been documented to increase physician success in helping patients quit smoking. A 2004 study indicated that physicians who received training were more likely to help their patients who used tobacco and that 71% of the respondents spent some time in the past year acquiring skills or receiving training in tobacco use treatment. Training showed a strong relationship with practice pattern [5] . Another study found that physicians who were taught to use practices for SC during their residency were twice as likely to currently use such practices, whether or not they had received formal training in SC [6] .
The overall goal of this study is to promote the health of the Egyptian population and prevent smokingrelated illnesses by enforcing the role of physicians in SC policies and programs. This study aims to assess physicians' practices and attitudes about SC counselling and to find the effect of training and smoking status of physicians on SC practices.
Patients and methods
(1) Study design: a cross-sectional study was carried out in 2016 (2) Study (target) population: the study included physicians practicing different clinical specialties 
Ethical considerations
Approval from Research Ethical Committee in Faculty of Medicine, Ain Shams University, and verbal consent from the participants after explaining the study purpose and ensuring the confidentiality of the data were obtained.
Statistical analysis
The data were checked for completeness and consistency. Statistical analysis was performed using SPSS statistical package, version 20. Qualitative data are presented as frequency and percentages. Quantitative variables are presented as mean±SD. χ 2 test was used to compare qualitative variables. Significant difference was considered at a P value less than 0.05.
Results
The study included 1020 physicians distributed over 11 of 27 Egyptian governorates. The mean age of the study participants was 40.02±11.5 years (range, 23-80 years), whereas years of experience were 14.6±10.6 (range, 1-57 years). The latest medical education was master degree by 55.3% of all physicians in the study, followed by bachelor (36.7%), MD by 7.4%, and diploma by 0.6%. Current smoking frequency among the study participants was 16% distributed as follows: six (1.4%) females and 136 (23.3%) males, with P value less than 0.001. Only 53.9% of the study participants received any form of training ( Fig. 1 ). Regarding specialty, nearly half of the chest and internal medicine physicians (48%) received training on SC compared with surgeons, family physicians, and general practitioners (32%), with a significant statistical difference between them. Figure 1 shows that 498 (53.9%) of the total studied sample have not received any type of training on SC.
Figure 1
Training on SC counselling received by the studied sample. SC, smoking cessation. Table 1 shows that trained physicians revealed better SC practices in all the checked items than nontrained ones. The difference between the two groups is statistically significant. However, SC practices are better among nonsmoking physicians compared with smoking ones in some practices, with statistically significant difference only in discussing counselling options and monitoring patient progress in attempting to quit ( Table 2 ).
The study participants mentioned that the interventions highly effective in helping patients to stop smoking (unshown data) were family support (29.7%), face-to-face intensive counselling (24.6%), and nicotine replacement therapy and counselling (20.5%). Trained and nonsmoking physicians have better attitudes as shown in Tables 3 and 4 , although there is no statistical difference with the other group except in motivating patients to stop smoking and helping patients who are motivated to stop smoking among nonsmoking physicians.
Barriers to physicians' role in assisting patients to quit smoking, as mentioned by the studied sample, were respectively, limited coverage for cessation interventions, nonmotivated patients to quit, failed patients to quit, more immediate problems for patients to address, limited time with patients, and limited experience in intervening with smokers. Trained physicians show less agreement to the aforementioned barriers than nontrained ones (high statistical significant difference). Previous hard quitting trial(s), dependence, feeling worse while not smoking, nonavailability of effective treatment to SC and weight gain are the main mentioned barriers faced by smokers to quit smoking, respectively. 
Discussion
The current study revealed that the current smoking frequency among the study participants (1020 physicians) was 16%. However, this smoking prevalence is lower than the general population above 15 years old published by Egypt Global Adult Tobacco Survey [8] (19.7%) and previous rates in Egypt as that reported among physicians in Urban Family Medicine Centers in Alexandria (51.1%) [9] . It may be explained by knowing that in Alexandria, the study sample included technicians and nurses. It is notably higher than the rates among family physicians in Suez Canal governorates [10] (5.3%). This difference may be justified by the fact that the majority of their sample were females.
Frequency of smoking physicians differs widely worldwide, with 5.8% in Brazil [11] . Similar results to our results were shown in China (12.4%) [12] and in Dubai (12%) [13] . Higher prevalence was in Philippines (20%) [14] , Italian general practitioners (28.3%) [15] , and Bosnia and Herzegovina (45%) [16] . The least rate to our knowledge was in the USA (1%) [7] .
Regarding sex, prevalence differs in our study, with 23.3% among males and 1.4% among females, P value less than 0.001. The same discrepancy is evident in other studies as well. An Egyptian study in Kasr El Aini hospitals stated that the prevalence of current smoking among male physicians was 12.4% and less than 1% among female physicians [17] . Another study carried out in Bahrain revealed that the 8.6% of the studied physicians were smokers (20.0% among males and 3.0% among females) [18] . The low frequency of smoking among females is attributed to the cultural factors in the Middle East community where female smoking is considered a stigma. In Portugal, smoking prevalence was 29.2% in males and 15.8% in females [19] . The smoking prevalence among Russian physicians were 63% in men and 12% in women [20] . However, in Japan, it was 27.1% for men and 6.8% for women [21] . In Armenia, the percentage of current smokers was also significantly higher in men than women (48.5 vs. 12.8%) [22] . In another study conducted among Greek physicians, results showed that 38.6% of the physicians (40% of men; 37% of women) currently smoked [23] .
Discrepancies are shown between the frequency of smoking among male physicians in the current study (23.3%) and other studies conducted in Canada (8%) [24] , Switzerland (12.6%) [25] , and Japan (16.2%) [26] . This can be explained by the difference in definition of smoking, where our study included even occasional smokers, whereas those studies included only daily smokers.
The WHO stated that all health professional should play a role in SC, for instance, asking about tobacco use, advising quitting, and referral to SC programs [4] .
In our study, only 53.9% received any form of training on SC, and 24% of the study participants received training on SC during medical school. Almost similar rate (26%) was reported for training during specialization programs. This rate is somehow less than the 30% of Primary Health Care Personnel in Alexandria [9] and 50% of nurses and 43% of doctors in Bosnia and Herzegovina [16] who received formal training. In a Portuguese study, 28.6% received undergraduate and 42% received graduate training [19] . In a study in Philippine, 65% of physicians answered that they had attended SC training, 17.5% of them had SC training during medical school and 7.5% during their specialization programme. A worldwide study on medical students in 2013 [27] revealed that a similar percentage of medical students received undergraduate training. This shows that the Egyptian physicians have the same worldwide problem.
The current study investigated the SC practices performed by study participants and revealed that 72.5% usually ask patients about their smoking status. This is comparable to 60% in Suez Canal University [10] and 49.5% in Alexandria [9] .
Worldwide, other studies show variable figures: 96.4% in Ireland [28] , 89.3% in Brazil [11] , 75% in Philippine [4] , and 44.4% in Central and South America [29] . In China, Yao et al. [30] stated that 25% ask about smoking status, whereas most of the study participants in the study carried out by Peng et al. [12] routinely ask about that.
In a study carried out by the Association of American Medical Colleges [7] , the authors mentioned that 72.5% of their total study sample usually ask patients about their smoking status, 60.8% advise them to stop smoking, 20% usually refer patients for appropriate SC treatment and 21% monitor patients' progress. They explained those low rates by reporting that they are not confident in their ability to motivate smokers to quit (44%), make referrals (34%), or monitor patient progress (33%).
Although advising patients to quit was done by 61% of the current study participants, this line of practicing SC practices differs widely from one country to another, where in Egypt, it is 64% in Alexandria [9] and 42.2% in Suez Canal [10] , which varies from 94% in Ireland [28] , 93% [31] in University of Nebraska, USA, 77.5% in Philippine [14] to 27.2% in China [30] .
It is shown by the current study that trained physicians are significantly more common to perform SC counselling practices. Similarly, in Ireland, 43% of health care providers who received formal training are the ones who felt well prepared to assist patients with SC versus 7.6% of those who had not received formal training felt well prepared [28] .
According to the previous studies, lack of training on SC skills can impede physicians from effectively counselling their patients to quit smoking. Doctors can help patient to quit smoking but must have appropriate skills and training on SC. In a study among physicians in Hong Kong, it showed that previous training is associated with higher confidence in SC counselling [32] .
It is evident in our study that smoking physicians are less likely to perform many practices especially discussing counselling options and monitoring patient progress in attempting to quit (statistically significant). In Alexandria, nonsmokers had statistically significant better attitudes than current smokers regarding asking patients about their smoking status. However, nonsmokers had nonstatistically significant better attitudes than current smokers in other practices such as serving as a role models for their patients and the public, setting a good example by not smoking, and advising their smoking patients to quit smoking [9] . Greek physicians who advised patients to stop smoking represented less commonly current smokers compared with those who never smoked or to former smokers (74.4 vs. 85.3 vs. 84.7%) [23] . An Armenian study showed that physicians who smoke are less likely to ask their patients about their smoking habits or believe they are models to influence their patients, concluding that physicians' smoking status influences their counselling practices [22] . More studies agreed with the such findings [11, 33, 34] .
Unlikely in an Irish study, there was no association between physicians' smoking status and many counselling practices [28] . In Philippine, a researcher mentioned that the smoking status of the physicians does not really affect them from SC counselling [14] . This may be explained because the entire sample of this Philippine study comprised only 80 physicians, and no level of significance is mentioned.
The study participants mentioned that the interventions highly effective in helping patients to stop smoking were family support (29.7%), face-toface intensive counselling (24.6%) and nicotine replacement therapy and counselling (20.5%). Association of American Medical Colleges [7] agreed with the latter two. In a Philippines study, the most common types of intervention used were counselling on SC (47%), followed by the use of medications to treat smoking (26%), and the use of self-help materials (19%) [14] .
The study participants believed that the main barriers faced by smokers to quit smoking were dependence and previous quitting trial(s). The most common barriers mentioned in Singapore by physicians were physical addiction (31.4%), lack of will power (26.4%) and concern over withdrawal symptoms (18.4%) [35] . NourEldein et al. [10] mentioned that their study showed that the most frequent barriers related to the patient was their desire (62.7%) followed by cultural stressors (26.7%) and withdrawal symptoms (18.7%).
Regarding the barriers to physicians' role in assisting patients to quit smoking, coverage for cessation intervention is limited, patients being not motivated to quit, patients having more immediate problems to address and limited physicians' experience are their common choices. NourEldein et al. [10] stated that lack of training (32%) and lack of time (25.3%) are the main barriers faced by physicians. However, in the American Association study [7] , the five factors cited most often by physicians as barriers are, respectively: lack of patient motivation (63%), limited coverage for interventions (54%), limited reimbursement for a physician's time (52%), time with patients is limited (41%), and few available cessation programs (39%).
Training has an evident influence on SC practices. On the contrary, smoking has less evident effect on counselling practices. It is therefore important to note that a national strategy should be adopted to ensure that all health care providers receive training in SC counselling in at least one phase of their clinical practice.
